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1. Introduction  

 

1.1 Purpose  

 

This annex applies to an infectious disease or a pandemic surge event with a large number of 

patients. It supports the Central Virginia Healthcare Coalitions (CVHC) Regional Healthcare 

Emergency Operations Plan (REHOP) by providing guidance to support a coordinated healthcare 

response to a range of known and emerging infectious diseases and is adjustable to ensure a 

tailored activation and response to address varying infectious disease agent and severity 

scenarios. This plan is intended to support, not replace, any existing facility, agency policy, or 

plan by providing uniform response actions in the case of an emergency that involves (or could 

involve) an emerging or known infectious disease. 

 

1.2 Scope  

 

● This annex has been published on May 1, 2021 and should be reviewed/revised annually 

to make sure the information is remains relevant. See change log for updates. 

● This annex includes a focus on infectious disease capabilities within the region however 

it includes all partners and members of the coalition.  

● The CVHC Regional Healthcare Coordination Center (RHCC) maintains authority for 

elements of healthcare incident coordination to include patient distribution, information 

collection and sharing, situational awareness, and resource allocation. In terms of 

communication protocols, the Central Region utilizes a UHF radio system titled CRISiS 

as the primary method of communication between the region and healthcare entities. 

Concurrently, the region uses a statewide paging system called Virginia Healthcare 

Alerting and Status System (VHASS). There are additional redundancies built in to 

support communication as well including cellular service, satellite phones, and ham 

radios.  

● This annex provides collated information and guidance to assist facilities in developing a 

regional policy for the treatment of infectious disease patients. It is provided as a 

foundation and is not intended to supersede any individual facility plans.  

 

  



 

 4 

1.3 Overview/Background of HCC and Situation  

 

• The Central Virginia Healthcare Coalition is made of multiple partners throughout the 

region including acute care facilities, freestanding emergency departments, medically 

vulnerable populations groups, health districts, and fire/EMS agencies.  

• The coalition includes 17 acute care hospitals, 8 freestanding EDs, 8 health districts, 

numerous fire/ems agencies, long-term care facilities, and dialysis centers 

• Local risks include planned events or emergency incidents that involve public and private 

gatherings at venues in the region.  Example venues: Kings Dominion, the Richmond 

International Airport, schools, college campuses, manufacturing and industry, military 

bases, and long-term care facilities  

• There are 17 regional hospitals that make up rural, urban, and suburban areas in the 

coalition, with VCU Health Systems operating a specialized infectious disease unit in the 

region, the VCU Health Systems Unique Pathogens Unit (UPU). The UPU a complete 

self-contained biocontainment unit equipped with state-of-the-art video monitoring 

capabilities. It is able to sustain up to two patients at one time. Other features include 

areas for donning and doffing personal protective equipment, a clinical laboratory, a fully 

stocked pharmacy, a waste management area with an autoclave, and a control room to 

monitor patients and team members while providing care and communication 

mechanisms to provide an outlet for social and spiritual needs of the patient. 

• During the 2014-16 Ebola crisis the primary ground transport EMS agencies were able to 

operationalize specialized system to facilitate transport of PUIs. Similar practices would 

be implemented to meet emerging infectious disease threats. The Richmond Ambulance 

Authority (RAA) and American Medical Transport (AMR) would be the two largest 

transport agencies available for use in the region. Several other ambulance transport 

agencies and municipal EMS based transport agencies are also available if needed.  

• A local surge may require the establishment of an Alternate Care Facility (ACF) where 

the patients can remain and receive medical care. The patients would generally be non-

acute and not resource intensive. The ACS would be established based on the clinical 

needs of the population and cooperation with state and federal authorities.  

• During the COVID19 pandemic healthcare facilities throughout the region established 

mechanism to limit visitations and screen patients, staff, and families. This allowed 

facilities to gather information on a local level. On a regional level, facilities were 

required to report events and outbreaks, for regional visibility. Hospitals were required to 

report specific data points to state and federal authorities.  

• The coalition has funded and forward deployed decontamination equipment, Flight 60 

ventilators, PAPRs and other PPE support equipment resources to the regional member 

hospitals and free-standing emergency departments. Hospital and healthcare emergency 

management is the contact point for access and deployment of these forward deployed 

resources. 
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The Virginia Hospital and Healthcare Association (VHHA) Virginia Healthcare Emergency 

Management Program (VHEMP) is a contact and resource for access to private vendor 

resources that may be able to provide consumables and non-consumable equipment and 

resources.   

 

1.4 Assumptions  

 

• This plan is meant to provide an overview of the CVHC region response to an acute 

infectious disease outbreak, and will coordinate with other relevant regional plans and 

partners within the region 

• Acute infectious disease outbreaks may be anticipated and provide the ability to plan in 

advance or there may be no to low notice and require immediate response 

• The coalition should recognize that the response to these incidents may be extended past 

what incidents normally last and is prepared with virtual coordination mechanisms using 

platforms such as WebEx for meetings and coordinate phone calls. 

• The regions healthcare facilities shall utilize VHASS in order to provide essential 

elements of information such as bed availability, ICU availability, ventilator availability, 

current capacity, PPE use, and other infectious disease relevant information. 

• Not all healthcare facilities in the region may be able to care long-term for all acute 

infectious disease patients. Even so they must be able to maintain a base level of 

preparedness to safely screen (in-person or remotely), stabilize, isolate if necessary, and 

arrange for the transport of a possible acute infectious disease patient.  

• The coalition and its hospitals should recognize that depending on the infectious disease 

agent and the scale of outbreak it may be necessary to transport some patients to higher 

levels of clinical care and work with the regions public and private EMS agencies 

• The coalition will work with local, state, and federal resources to assist in the 

establishment of alternate care sites  

• If a major public health emergency is declared it will require federal Centers for 

Medicare and Medicaid Services (CMS) waivers, Food and Drug Administration (FDA)-

issued Emergency Use Authorization (EUA), and other authorities which can affect the 

coalitions standard operations. 

• The objectives of public health and hospitals may differ in an acute infectious disease 

response: public health is primarily concerned with community disease control and 

healthcare facilities are focused on the clinical care of patients.  

• Local Health Officers (LHOs) have the authority to change or implement procedures to 

protect the public’s health, including isolation and quarantine.  

• Laboratory resources will need to be ready to adapt and be prepared for a significant 

increase in samples  

• Healthcare facilities could see an excess in biohazard material requiring changes in waste 

management practices  

• Supply chain and delivery issues will occur and can have significant effects on clinical 

care 

• The coalition and healthcare facilities may encounter interactions with the Strategic 

National Stockpile (SNS). Coalitions and facilities may need to adapt processes to 

accommodate these items. 
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• It is possible there is no known cure or vaccine for the emerging infectious disease; 

treatment for patients consists mainly of supportive care. If vaccines or treatments 

become available, their allocation and distribution may involve significant logistics 

operations.  

• A series of complete and well-organized public health control and community mitigation 

strategies may be required such as: mask-wearing, contact tracing, individual vaccination, 

quarantine and/or isolation, community-wide cancellation of events, and visitation 

policies and remain the primary methods for controlling and stopping the spread of 

infectious diseases.  

• During the courses of an infectious diseases event, organizations will need to be 

adaptable and agile as to areas of focus and prioritization of resources and other areas.  

• Buildings and outdoor areas may become contaminated with infectious agents. Ensure 

signage is available for facility entrances advising of precautions and restrictions. The 

facility should consider security systems in order to monitor areas of the facility/ campus 

that may have to be isolated, restricted, etc.  

• Hospitals and the coalition should consider the need for a Public Information Officer 

(PIO) to facilitate external relations to include the media.  

• Prolonged infectious disease outbreaks may require additional staffing such as the 

Medical Reserve Corp (MRC), recruitment of volunteers, retirees, and trainees to support 

and relieve healthcare workers.  

• In the course of the infectious disease outbreak, individual facilities may encounter 

challenges with disposition of decedents.  

• There may be increased demand for peer support and other resources due to difficult 

work environments and stressors along health care staff.   

• This Annex does not replace other county or local emergency operations plans or 

procedures, but rather builds upon the existing plans and their annex.  

 

2. Concept of Operations  

 

2.1 Activation  

 

Activation of regional involvement occurs either by request of coalition members or triggering of 

the regional diversion plan or the Mass Casualty Incident (MCI) plan. Within these plans are 

triggers, actions, responsibilities, and de-escalation mechanisms. CVHC also encourages the use 

of monitoring systems to include early warning systems to monitor for event 

triggers1. Thresholds can be expressed: 

 

• In absolute number (e.g., 1 case of polio, or one case of rabies) for sentinel events or 

point source outbreaks. 

 
1 WHO. (2020, February 17). Early warning systems. World Health Organization. https://www.who.int/csr/labepidemiology/projects/ewarn/en/.  
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• In relative values, starting from historical data expressed either in magnitude of the 

increase (the most recent 4 weeks average, compared to similar 4-week periods averaged 

over the past 3 years). 

• An absolute rate over the past 52 weeks (such as more than 2 cases /100 000 population 

for meningococcal meningitis). 

• Statistical cut-offs: departure from historical data can be expressed considering the time 

dependency observed in time series by statistical techniques, such an increase above two 

standard deviations of historical values (This requires time series modelling that uses a 

regression approach). 

 

This specific Infectious Disease Annex shall be activated when necessary to accommodate the 

increase of infectious disease patients due to an emerging infectious disease, a known infectious 

disease, or a pandemic. Any CVHC member or staff can activate the Infectious Disease Annex 

by contacting the RHCC at 1-800-276-0683 any time 24/7/365 days a year. 

 

Anytime the Infectious Disease Annex Plan is activated, notification to the VCU Health 

Communications Center and the RHCC Communications Center shall also be completed. If this 

activation originates from either of these two communications centers, than the RHCC shall be 

notified immediately. 

 

Table 2 – ODEMSA Diversion Plan Triggers  

 

Stage 1 – Green  

Trigger: less than 5 hospitals in the region are on similar types of diversion 

Stage 2 – Red  

Trigger: At least 5 hospitals in the region are on similar types of diversion 

Stage 3 – Black  

Trigger: At least 8 hospitals in the region are on similar types of diversion 

 

Table 3 – ODEMSA MCI Plan Triggers  

 

Type I  

100 patients or greater 

Type II  

50-99 patients  

Type III  

25-49 patients  

Type IV 

10-24 patients  

Type V 

5-9 patients  

 

Activation of the individual or multiple hospital systems command center should be considered. 

 

2.2 Notifications  
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Notifications are made via VHASS, CRISiS radio alerts, and cellular communication. State and 

regional partners are always notified in the event an incident occurs. Should an infectious disease 

specific event occur causing significant patient surge, the RHCC or its designee will perform 

patient distribution to available and capable facilities. In addition, the coalition will identify the 

appropriate partners to further notify and may include: 

 

• Statewide Healthcare Coalitions 

• Local healthcare organizations / providers  

• Local EMS / the Regional EMS Council  

• Virginia Department of Health 

• CDC / Assistant Secretary for Preparedness and Response (ASPR) 

• Hospital infectious disease personnel 

• Local emergency management 

• Other partners as necessary  

 

2.3 Roles and Responsibilities  

It is recognized that there are overlapping roles and responsibilities for acute infectious disease 

responses between CVHC, healthcare facilities, and local, state, and federal organizations. It is 

recommended that all parties use the Incident Command System (ICS) to coordinate internal and 

multiagency responses to an acute infectious disease incident. 

• CVHC will activate the RHCC to support the coordination for an acute infectious disease 

response  

• CVHC may activate their ESF-8 response to assist in coordination for an acute infectious 

disease response. 

• The Coalition may also work through defined public health channels to coordinate with 

the Virginia Department of Health.  

 

VHHA
CVHC -
RHCC

Hospital 
Partners

MVP EMS / EM

VA Dept. 
Of Health

LHD OCME OEP OEMS
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1. Primary Agencies  

a. Central VA Healthcare Coalition 

i. Establish the RHCC (either virtually or in-person) to support acute 

infectious disease response.  

ii. Coordination of regional healthcare in the response to acute infectious 

disease for local response and surge.  

iii. Distribution of situational awareness information to and from healthcare 

organizations.  

iv. Coordination of medical and non-medical resource needs for healthcare 

organizations.  

v. Provide communications materials and support for healthcare information 

and communications needs.  

b. Healthcare Organizations (Hospitals) 

i. Provide medical care for patients during an acute infectious disease 

response.  

ii. Communicate with LHDs regarding patient placement, movement, and 

care.  

iii. Communicate with the Coalition all medical and non-medical resource 

needs.  

iv. Provide timely situational awareness information utilizing VHASS 

regarding the acute infectious disease response to the CVHC.  

v. Achieve a base level of preparedness to be able to appropriately screen, 

manage and/or transfer patients with acute infectious diseases.  

vi. Provide assistance to other healthcare organizations during a response in 

line with signed mutual aid agreements.  

vii. Coordinate EMS transportation needs for acute infectious disease cases if 

needed 

c. Local Health Districts (Public Health) 

i. Management of a communicable disease outbreak.  

ii. Lead policy decision making for healthcare and public health response.  

iii. Assess the public health threat, evaluate potential consequences based on 

established criteria and determine whether isolation and/or quarantine 

other measures to protect the public are necessary in any given response 

situation.  

iv. Monitoring of cases and contacts of cases of acute infectious disease.  

v. Coordination of services required for isolation and quarantine.  

vi. Activate Public Health emergency response structure (e.g. ICS).  

vii. Coordinate public information and media communications concerning an 

acute infectious disease response.  

viii. Coordinate communications with healthcare providers concerning an acute 

infectious disease response.  

ix. Coordinate EMS transportation needs for acute infectious disease cases if 

needed 

x. Advise healthcare organizations on laboratory testing processes and 

environmental cleaning and decontamination.  
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xi. Coordinate the transfer of patients to a treatment or assessment facility 

with the CVHC and appropriate partners.  

d. Local Emergency Management 

i. The CVHC will work with local emergency management on behalf of area 

healthcare partners to coordinate non-medical resource requests and needs.  

e. Other Primary Agencies (may include) 

i. Private EMS 

ii. Local Law Enforcement 

iii. Community Based Organizations  

 

2.4 Operational Mission Areas  

2.4.1 Surveillance 

CVHC and its members are collaborating partners, participating in detection and surveillance of 

HRIDs, information sharing, incident planning, response strategy development, and resource 

coordination. The coalition serves as an integral component for medical mutual aid, providing a 

mechanism to provide surge operations and rapid distribution of aid when it is needed in the 

form of VHASS. The coalition supports and maintains tools and strategies for mutual systems, 

including resource requests and information sharing.  

A variety of monitoring systems exist across different segments of the healthcare system.  

2.4.2 Safety and Infection Control and Prevention  

CVHC will ensure jurisdictional public health infection control and prevention programs 

(including the Virginia HAI Advisory Group) participate in developing infectious disease 

response plans and include CVHC members for management of individual cases and larger 

emerging infectious disease outbreaks.  

CVHC will: 

• Utilize VHASS to engage hospitals, outpatient settings (homecare, ambulatory care), and 

skilled nursing facilities in information sharing and policy/response coordination.  

• Determine and share with CVHC stakeholders’ actions that the VA Department of Health 

and the CDC is likely to take that affect health care including:  

o Suspension or modification of requirements for hospitals or clinics  

o Specific emergency orders or actions that may limit liability or expand scope of  

operations (for facilities and providers, including volunteers/staff and medical 

materials)  

o Requests for 1135 waivers from the Centers for Medicare & Medicaid Services 

(CMS)  

o Crisis standards of care activation  

o Issuance of clinical guidelines for care and resource allocation  

o Promulgation or enforcement of legal obligations of medical staff to provide care  
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• Evaluate available indicators that may be needed for planning or by other partners e.g., 

number ED visits available beds, available ventilators, number of potential COVID-19 

cases, staff illness/absenteeism and ensure the information is shared  

• Determine indicators and potential triggers for implementation of alternate care systems 

in conjunction with public health.  

• Determine types of PPE needed and have a system in place for stakeholders to request it 

to include but not limited to: 

o Gowns 

o Non-latex procedure gloves 

o Surgical masks 

o N95 masks and approved derivatives 

o Goggles 

o PAPRs and supporting components  

o Shoe covers 

o Disposable biohazard suit 

2.4.3 Non – Pharmaceutical Interventions  

CVHC will promote consistent response strategies and joint policy and strategy coordination 

during a protracted HID event/pandemic using information sharing platforms such as VHASS, 

coordinating calls or virtual meetings, and or email.  

• Assist in disseminating personal protection actions to healthcare facilities from VDH, 

CDC, and any other federal, state, local or tribal entity 

• Provide guidance and equipment as available to healthcare facilities in setting up 

quarantine operations and isolation protocols  

• Promote consistent coalition wide restrictions on facility visitors, including adaptations 

that allow for continuation of critical services such as Emergency Medical Services 

(EMS) handoffs, supply deliveries, off-site laboratory processing, and waste management 

while protecting the facility  

• Assist healthcare facilities in promoting personal, community, and environmental NPIs 

(see list below) by providing available equipment, signage, and situational awareness 

updates  

o Personal NPIs 

 Staying at home  

 Covering your cough 

 Washing hands 

 Distancing 

o Community NPIs 

 Promoting telework 

 Social distancing  

 Restrictions on mass gatherings  

 Mask wearing guidance  

o Environmental NPIs 

 Surface cleaning measures 

 Other recommended and approved practices  
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2.4.4 Surge Staffing  

Surge staffing will be dependent on the infectious agent and should be specific to each facilities 

HID capabilities. CVHC will promote internal surge staff planning to each agency in the 

coalition. 

CVHC will develop Memoranda of Understanding (MOUs) and coordinate plans for integrated 

surge operations across the coalition to include pre-hospital (EMS), hospitals, nursing homes, 

community health care centers, home health and out-patient services by identifying 20% 

immediate bed availability (IBA) to mitigate and limit the need to surge beyond capacity. CVHC 

will disseminate a checklist of priority actions for medical surge such as: 

 

• Utilizing objective physiologic scores for triage (i.e. Sequential Organ Failure 

Assessment (SOFA) scores)  

• Cancelling elective procedures 

• Discharging patients early 

• Utilize non-conventional space  

 

This checklist will help healthcare organizations estimate surge capacity needs (i.e. beds, staff, 

and supplies/equipment). The coalition will collaborate with volunteer organizations, such as the 

MRC, to match their missions to the need for volunteers who could provide support in a 

pandemic scenario without impacting their core mission and services. CVHC may help foster 

region-wide efforts such as a process for rapid credentialing, just-in-time training, assignment of 

volunteers, and procurement of needed equipment. 

2.4.5 Supply Chain, Supplies, Personal Protective Equipment (PPE) 

This section describes the development and dissemination of PPE guidance for healthcare 

organizations. CVHC will work with the various stakeholders from manufacturers, distributors, 

providers, other healthcare coalitions, to federal programs on supply chain readiness and 

response planning in the case of a potential or immediate disruption. The coalition will utilize the 

ASPR document “Partnering with the Healthcare Supply Chain during Disasters” to capture key 

changes during serious or catastrophic events as well as planning and response contingencies.  

 

• CVHC will create, or use common manufacture videos, to distribute regional trainings 

and strategies for the consistent use of PPE to include Just in Time training. 

• CVHC will collaborate the VDH and VHHA to manage any PPE distribution, inventory, 

ordering, receiving and storage. 

• Document PPE resources, including stockpiling considerations, vendor managed 

inventory, and the potential extended use or reuse of equipment. This includes consistent 

policies regarding the type of PPE necessary for various infectious pathogens; sharing 

information about PPE supplies across HCCs, EMS, public health agencies, and HCC 

members; and how facilities work with HCCs to leverage purchases.  

• List current HCC PPE and other stockpiles (including working with the state to 

understand the status of Cities Readiness Initiative/SNS programs) and assure that HCC 

https://www.phe.gov/Preparedness/planning/hpp/reports/Documents/pandemic-checklist.pdf
https://files.asprtracie.hhs.gov/documents/aspr-tracie-partnering-with-the-healthcare-supply-chain-during-disasters.pdf
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members are aware of and trained on the resource request protocols. Also ensure local 

PPE stockpile release, replenishment, and sharing policies are clear and documented 

(e.g., who gets what, when, and is replenishment expected).  

• Define baseline preparedness supply thresholds for hospitals and EMS agencies in the 

coalition. This assures that based on their size, each facility/agency has a reasonable 

starting number of supplies on hand (e.g., PPE, medications, linens, oxygen) prior to any 

incident that may provide a critical buffer during an event but are sustainable for the 

facility to rotate or replace. 

• Assess inventories and determine if any may be shared within the coalition and 

document a process for doing so.  

• Describe inventory management and supply chain disruption potential and strategies, 

including promising practices initiated in COVID-19 and other infectious disease 

response.  

• Define the HCC role in determining whether collaborative or joint purchasing contracts 

are feasible and assessing whether members are overly reliant on a single supply vendor 

for commonly needed supplies.  

2.4.6 Support Services 

Support services may include any healthcare or non-healthcare staff or material resources 

required to support the care of acute infectious disease patients. This may include dialysis 

providers, blood banks/blood product providers, laboratory services, infection 

prevention/control, waste and material management, food and dietary services, mortuary 

services, and environmental services.  

 

1. Support service providers will work with local healthcare, the CVHC, and LHDs to 

prepare and respond by assisting healthcare organizations in the care of acute infectious 

disease patients.  

2. LHDs will work with healthcare organizations to coordinate testing of acute infectious 

disease patients with the Division of Consolidated Laboratory Services (DCLS) and/or 

the CDC Laboratories.  

3. Utilizing CDC and VDH supporting documentation CVHC, LHDs, and healthcare 

organizations will provide recommendations on standardized patient care protocols, 

practices, and support services across the region. LHDs will issue guidance to healthcare 

organizations and providers concerning these issues.  

 

2.4.6.1 Laboratory  

 

Laboratory samples, field testing, and clinical testing for infectious diseases shall be done per 

protocols identified and approved by the Virginia Department of Health and the CDC. 

 

Community based sampling shall be done in target areas and target groups as to determine the 

areas of impact and spread of a highly infectious disease. 
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All approved public, state and private laboratories capable and qualified to perform testing 

should be utilized as necessary to maintain an appropriate cycle of testing to produce results and 

statistical data for forecasting and predicting the impact and spread of an infectious disease in the 

community. Staffing expanded staffing and the ability to mobilize testing, when necessary, will 

be a key component and resources to stay ahead of the demands of testing. 

 

2.4.6.2 Waste Management and Decontamination  

 

Healthcare organizations will work through their normal vendors and channels to ensure all 

waste produced in the screening and care of acute infectious disease patients will be handled and 

disposed of appropriately. If needed, CVHC will coordinate with LHDs and/or VDH to provide 

guidance on waste handling and disposal. Where necessary, LHDs and VDH may coordinate or 

contract with specific waste management contractors for the safe handling and removal of waste 

associated with healthcare for acute infectious disease patients as well as coordinating with the 

appropriate utilities as needed. Waste management agencies will maintain protocols for the 

handling of waste from acute infectious disease patients. For guidance on the handling of 

Category A solid waste see CDC Guidance or Stericycle Guidance. The Virginia Department of 

Health and the Commonwealth of Virginia procurement division maintains a list of vendors who 

are certified to dispose and transport Class A waste products (which include infectious disease 

waste).  This list changes from time to time, so contact on a regular basis and updating vendor 

list shall be necessary to produce real time services when needed. 

2.4.7 Patient Care / Management  

CVHC will facilitate the development of a region-wide screening process for acute care patients 

and integrate information with electronic health records (EHRs) where possible in CVHC 

member facilities and organizations. The coalition will propose adapting screening protocols 

when there are known cases in the community, or if an outbreak is possible. The coalition will 

propose an individual facility plan for integration of or an increased use of telemedicine.  

 

CVHC will facilitate the engagement of the Virginia Department of Health’s (VDH’s) Crisis 

Standards of Care plan as it relates to coalition member and partner healthcare organizations.  

CVHC will also work in cooperation with VDH and the Virginia Hospital and Healthcare 

Association’s (VHHA’s) Emergency Preparedness Office to support the Virginia Healthcare 

Emergency Management Program (VHEMP) to support the Commonwealth of Virginia’s Crisis 

Standards of Care.  CVHC will work in concert with local, regional, state and federal partners to 

develop, facilitate and review the Crisis Standards of Care. 

 

The CVHC RHCC will activate, monitor and provide situational awareness during our normal 

conventional levels of operation. The RHCC will announce and engage when there is a need to 

shift to contingency and/or crisis levels of care for healthcare facilities and organizations affected 

by the impacts of infectious diseases.  If needed, the RHCC will coordinate and activate a 

regional healthcare coordination center (Healthcare EOC, Healthcare MAC and/or Healthcare 

MOCC) when applicable to address the concerns of an infectious disease outbreak/pandemic. 

 

https://www.cdc.gov/infectioncontrol/guidelines/environmental/background/medical-waste.html
https://www.stericycle.com/Stericycle/PDF/Stericycle-Waste-Acceptance-Policy.pdf
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The CVHC has acquired and has access to planning, preparedness and physical resources to 

address the needs and impacts of an infectious disease event/incident (isolated incident, outbreak 

or pandemic). Some of these resources are listed below: 

 

• Healthcare Incident Management (NIMS, ICS, HICS, etc.) 

• RHCCs, EOCs, MOCCs 

• Personal Protective Equipment (PPE) 

• Isolation Pods 

• Ventilators 

• Alternate Care Sites (fixed and mobile) i.e., STIP Systems 

• Vendors Resources for staffing, test equipment, PPE, filters, etc. 

• Surge and Evacuation Resources (plans, locations and transportation) 

 

The CVHC maintains a list of patient transportation resources.  Some of these are specific for 

EBOLA and other HID conditions, some are not, and will have to be specially prepared in the 

case of an exposure to infectious disease. 

 

Special Note:  Currently American Medical Response (AMR) is the only local transportation 

resource available in the Central Region for EBOLA or other highly infectious disease transport. 

 

CVHC utilizes the coalition member and partner organizations to provide their internal policies 

and plans for patients, visitors, vendors and staff access and interaction during an infectious 

disease emergency at their facilities. 

 

The CVHC will utilize the coalition clinical advisor and clinical advisory work group to assist 

with making clinical decisions and guidance on behalf of the coalition. 

2.4.8 Medical Countermeasures  

CVHC may be asked to facilitate distribution / administration / resource support of medical 

countermeasures including prophylaxis for bioterrorism incidents and vaccination during 

epidemics. 

 

The CVHC will coordinate with our RHCC any request to acquire, distribute, inventory, order, 

receive and store any medical counter measures as appropriately requested and/or required in 

accordance with the guidance and direction of the Virginia Department of Health and the CDC.  

The coalitions utilize the IMATS system for acquisition and tracking medical counter measures 

and ancillary supplies to support a highly infectious disease emergency.  The IMATS system has 

the ability to track these assets, resources and supplies from the Strategic National Stockpile 

(SNS) centers to the healthcare facilities within a coalition region. 
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2.4.9 Community-based Testing  

CVHC may be asked to partner with VDH or LHDs related to community-based issues and 

decisions (e.g., school closures, social distancing orders, reducing or eliminating elective 

surgeries and procedures, need for hospitals to implement additional testing to support 

community, expanded testing, testing results follow-up, etc.).  

2.4.10 Patient Transport  

American Medical Response (AMR) is the only local ambulance transportation resource 

available in the Central Region for EBOLA or other highly infectious disease transport. 

Local municipal and private ambulance systems may consider transportation of an EBOLA 

patient and/or highly infectious disease patient, but these requests will be considered on a case-

by-case basis. 

 

The CVHC RHCC can be contacted by member hospitals and healthcare facilities to coordinate 

the movement of patients between facilities to provide a “level loading” across the region.  Each 

hospital and many of the long-term care facilities have a plan for evacuation and surge as 

appropriate based on the event/incident/situation.  When selecting an appropriate transport 

vehicle, consideration of the equipment, staff, the route and weather conditions shall be 

considered prior to transporting a patient. Contingency plans shall also be considered and in 

place for a replacement transport resource in the event that the initial transportation resource isn’t 

unable to complete the patient transport.  The Old Dominion Emergency Medical Services 

Alliance (ODEMSA) is a good resource for contacting locality and private EMS transportation 

resources. 

2.4.11 Mass Fatality  

A death due to a diagnosed acute infectious disease is a natural death and by Code of 

Virginia, does not fall under the jurisdiction of the Office of the Chief Medical Examiner 

(OCME) unless the death is in connection to an act of bioterrorism. OCME may accept deaths of 

public health concern, in consultation with the local health director, where the infectious 

pathologic agent has not been identified prior to death. During times of potential epidemics, 

OCME will only accept the index case or first few cases to assist public health with identifying 

the etiologic agent. Healthcare organizations are therefore expected to work through their normal 

channels for the care of the deceased. LHJs, and the VDH will coordinate any changes in 

guidance or reporting associated with deaths due to an acute infectious disease. 

 

If healthcare organizations need assistance in coordinating the care of the deceased, local 

officials will communicate with local mortuary services to provide guidance on protocols and 

handing. Local mortuary services have internal plans and protocols to handle the remains of 

acute infectious disease patients. For an example of guidelines for the handling of human 

remains, see the CDC Ebola human remains guidelines. 

 

The CVHC has a MERC system to support the decedent affairs and fatality management of the 

deceased from healthcare facilities when they exceed their own capabilities and capacity.  The 

https://www.cdc.gov/vhf/ebola/clinicians/evd/handling-human-remains.html
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federal DMORT teams can also be deployed to supplement federal, state, local, tribal, and 

territorial resources at the request of local authorities. 

 

If hospitals are experiencing an influx of decedents and the hospital morgue is approaching 

capacity, that hospital may consider transferring bodies to another hospital with available space 

to temporarily assist with fatality management concerns. The Code of Virginia, § 54.1-2819, 

describes how the transfers may be performed.  Facilities considering this option may contact 

Department of Health Professions for additional guidance.  

 

2.5 Special Considerations  

2.5.1 Behavioral Health 

When disasters strike, especially with infectious disease outbreaks, the ripple effects can be 

significant and long-term. This section includes access to a continuum of Disaster Behavioral 

Health (DBH) services for patients, caregivers, and providers. These services should be 

incorporated throughout all phases of emergency management to ensure resident and responder 

preparedness, an effective, compassionate response effort, and a more resilient community for 

the duration of the infectious disease. Please see resources below: 

 

• Center for the Study of Traumatic Stress 

• Disaster Behavioral Health 

• Recovery and Reintegration for Healthcare Workers  

• ODEMSA Peer Support program  

 

CVHC recommends consultation and coordination with the VA Department of Behavioral 

Health and Disability Services (DBHDS).  

2.5.2 At- Risk Populations  

Risk groups for severe and fatal infections cannot be predicted with certainty. During annual fall 

and winter influenza season, infants and the elderly, persons with chronic illness, and pregnant 

women are usually at higher risk of complications from influenza infections. The region follows 

CDC guidelines in identifying and protecting at-risk populations. 

2.5.3 Situational Awareness  

The CVHC staff monitors the Virginia Healthcare Alerting and Status System (VHASS).  

VHASS is utilized by the hospitals and healthcare systems to post and report the following: 

 

• Situational awareness that may include reporting essential elements of information (EEI) 

(e.g., patient tracking, bed tracking, available resources, ability to maintain essential 

services, surge capacity status, staff absenteeism, etc.) or disease surveillance data.  

• Consistent information to the incident common operating picture via the ESF-8 lead 

agency/agencies. The protocol should include a process to help track available potential 

https://www.cstsonline.org/resources/resource-master-list/coronavirus-and-emerging-infectious-disease-outbreaks-response
https://files.asprtracie.hhs.gov/documents/aspr-tracie-dbh-resources-at-your-fingertips.pdf
https://www.cstsonline.org/assets/media/documents/CSTS_FS_Recovery_and_Reintegration_for_Healthcare_Workers_Following_COVID_19_Surges.pdf
https://odemsa.net/peer-support/
https://emergency.cdc.gov/workbook/index.asp
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scarce resources (e.g., ventilators, Extracorporeal Membrane Oxygenation (ECMO) 

systems, bariatric equipment, neonatal isolates, alternate care locations, etc.) and shifts to 

contingent or crisis care. Consider daily/regular conference calls until the threat wanes.  

• Continued awareness of concurrent incidents (e.g., mass casualty incident, natural 

disaster) affecting the HCC or HCC members that may require additional resources or 

modifications to how the infectious disease outbreak is managed.  

• RHCC - The CVHC RHCC maintains and monitors a 24/7/365 day per year Hotline 

(800-276-0683) for the purpose of healthcare system access to the coalition resources. 

2.5.4 Communications  

The coalition maintains and participates in the statewide Virginia Healthcare Alerting and Status 

System. This is a virtual platform that allows for the multiple partners of the coalition to be 

alerted, maintain awareness, and promote cohesion during response. The system has components 

for information collection, messaging, and alerting. In addition, the coalition RHCC maintains a 

number of communication systems that can be used to establish contact with coalition members. 

The coalition RHCC has an operational guide that is used when activated. This guide acts as a 

template incident action plan with suggested activities and timelines for completion. The 

coalition RHCC maintains awareness through multiple modes including a 24/7 communication 

center, 24/7 On Call Duty Staff, community networking, and situational awareness software. 

Mechanisms for consistent media policies and coordinated messaging have been used in the past. 

In these cases, such as Flu and COVID-19, the coalition played a guiding and facilitating role to 

allow different competing healthcare systems to discuss their policies. The Central Region 

coalition, as well as other coalitions, have mechanisms that interface allowing statewide 

communications. These include COMLINC/RIOS, satellite phone systems, and amateur radio 

systems. In addition, the state uses the VHASS system consistently to maintain communications. 

Understanding that communication is critical, the coalition maintains a number of networked and 

standalone systems that are tested on a frequent basis. CRISiS, the Central Region Incident 

Support System, is a radio system unique to the central region that allows for bidirectional 

communication between both the RHCC and Hospitals and Hospital to Hospitals. This system is 

tested multiple times in every month. In addition, the RHCC maintains satellite communications 

with area facilities. 

2.5.5 Disposal of Waste Products 

The RHCC may be contacted to assist in the contact and the coordination of a transportation and 

vendor facility for the proper disposal of HID waste. Refer to above section 2.4.6.2 for a more 

detailed description. 

2.5.6 Jurisdictional Specific Considerations  
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Several healthcare systems have flagship hospitals within our region which may become initially 

saturated with HID referrals, patients, and resource requests. The RHCC will monitor and make 

recommendations as needed to prevent surge.  

 

The HCCs in the Commonwealth of Virginia may work with each other within RHCC Mutual 

Aid Agreements (MAA) to address various aspects of HIDs.  

 

The CVHC RHCC maintains a 24/7/365 1-800-276-0683 Hotline for healthcare facilities to 

communicate and facilitate the needs of congregate care facilities, local jails, state and federal 

prison systems. VCU Health System maintains a contract to receive patients from state prison 

systems. 

 

2.6 Training and Exercises  

 

In understanding that the coalition members may be under different regulatory authorities and 

requirements (Joint Commission, CMS, etc.) for training, CVHC offers the following training 

and exercise opportunities which include but are not limited to: 

 

• VHASS Monthly Communication drills 

• Ongoing ICS, N/HICS, and NIMS training 

• Tabletops, drills, workshops, and exercises  

• Annual participation in a Coalition Surge Test 

 

2.7 Deactivation and Recovery  

 

This section should include considerations for deactivation of the annex, continuity of recovery 

efforts, the after-action report process, reimbursement, and analysis and archiving of incident 

documentation.  

 

Define the contributions of the coalition to the incident action plan at the jurisdictional or 

regional level.  

 

3. Appendices  

 

3.1 Additional Resources / References  

 

This appendix lists applicable plans, tools, templates, and/or resources used to develop the 

infectious disease surge annex.  

 

3.2 Definitions / Acronyms 
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3.1 Additional Resources / References  

 

This appendix lists applicable plans, tools, templates, and/or resources used to develop the 

infectious disease surge annex. ASPR TRACIE is also a great resource that can provide 

information on this subject. 

 

• 2017 – 2022 Healthcare Preparedness and Response Capabilities  

• ASPR TRACIE 

• Healthcare Coalition Infectious Disease Surge Annex Template  

• Los Angeles County Medical and Health Operational Area Coordination Program 

• Northwest Healthcare Response Network: Regional Acute Infectious Disease Response 

Plan 

 

 

 

 

 

  

https://www.phe.gov/Preparedness/planning/hpp/reports/Documents/2017-2022-healthcare-pr-capablities.pdf
https://asprtracie.hhs.gov/
https://files.asprtracie.hhs.gov/documents/aspr-tracie-hcc-infectious-disease-annex-final-508.pdf
http://file.lacounty.gov/SDSInter/dhs/1057811_EIDHealthSystemAnnexConOps-July2018Final.pdf
https://nwhrn.org/wp-content/uploads/2017/08/Regional-Acute-Infectious-Disease-Response-Plan_08_2017_FINAL.pdf
https://nwhrn.org/wp-content/uploads/2017/08/Regional-Acute-Infectious-Disease-Response-Plan_08_2017_FINAL.pdf
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3.2 Definitions / Acronyms 

 
ACF Alternate Care Facility 

ACS Alternate Care Site 

ASPR Assistant Secretary for Preparedness and Response 

CDC Centers for Disease Control and Prevention  

CMS Centers for Medicare and Medicaid Services  

CRISiS Central Region Incident Support System 

CVHC Central Virginia Healthcare Coalition 

DBH Disaster Behavioral Health 

DBHDS Department of Behavioral Health and Disability Services 

DCLS Division of Consolidated Laboratory Services 

DMORT Disaster Mortuary Operational Response Teams  

EHR  Electronic Healthcare Record  

ESF Emergency Support Function 

EUA Emergency Use Authorization  

FDA Food and Drug Administration  

HAI Healthcare-Associated Infections 

HCC Health Care Coalitions 

HID Highly Infectious Disease  

HRID High Risk Infectious Disease  

IBA Immediate Bed Availability  

ICS Incident Command System 

ICU Intensive Care Unit  

LHD Local Health District 

LHO Local Health Officer  

MCI Mass Casualty Incident  

MERC Mortuary Enhanced Remains Cooling  

MMA Mutual Aid Agreements  

MOU Memoranda of Understanding 

MRC Medical Reserve Corp 

MVP Medically Vulnerable Populations  

N/HICS Nursing Home / Hospital Incident Command System 

NIMS National Incident Management System 

NPI Non-Pharmaceutical Interventions  

OCME Office of the Chief Medical Examiner 

ODEMSA Old Dominion Emergency Medical Services Alliance  

OEMS Office of Emergency Medical Services  

OEP Office of Emergency Preparedness  

PAPR Powered Air-Purifying Respirator  

PIO Public Information Officer  

PPE Personal Protective Equipment  

PUI Person Under Investigation 

RAA Richmond Ambulance Authority  

REHOP Regional Healthcare Emergency Operations Plan 

RHCC Regional Healthcare Coordination Center 

SNS Strategic National Stockpile 

SOFA Sequential Organ Failure Assessment 

UHF Ultra-High Frequency  

UPU Unique Pathogens Unit 

VCU Virginia Commonwealth University  

VHASS Virginia Healthcare Alerting and Status System 

VHEMP Virginia Healthcare Emergency Management Program 

VHF Viral Hemorrhagic Fever  

VHHA Virginia Hospital and Healthcare Association  
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